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Pericardial effusions often complicate the course of end-stage malignant conditions.1 When frequent pericardio-centheses are required, a pericardial window is indicatedto permanently relieve tamponade symptoms. In patients
with acceptable performance status, such a procedure has been
performed either through an open or a video-assisted thoraco-
scopic surgery (VATS) approach with excellent results.1
Between January 2002 and September 2005, 4 patients (2
women and 2 men; median age 46 years) with malignant pleuro-
pericardial effusions (2 from breast cancer and 2 from lymphoma)
had uniportal VATS pericardial window. In 1 patient with lym-
phoma, the same VATS approach also served to sample a medi-
astinal adenopathy in the anterior mediastinum. All patients were
discharged home or transferred to a chemotherapy unit the day
after surgery. No recurrence of pericardial effusion was observed
at a median follow-up of 7 months.
The geometric rationale for uniportal VATS has been de-
scribed.2,3 In brief, under general anesthesia, via single lung ven-
tilation, and with the patient in the supine position or with the
desired hemithorax elevated (45°) by an axillary roll, a single
2.5-cm incision is placed in the fifth interspace along the axillary
line. A 2.7- or 5-mm videothoracoscope is inserted and the pleural
cavity inspected. A target area anterior to the phrenic nerve is
selected, and a limited amount of fluid is evacuated though a
pericardiocenthesis.1 The parietal pericardium is lifted cranially
with thin forceps and opened with endoscissors inserted parallel to
the thoracoscope (Figure 1, a-c). The window is completed by
circumferential incisions of the pericardium (Figure 2, a and b). A
chest tube inserted through the same incision is left at the end of
the procedure (Figure 2, c).
Uniportal VATS has demonstrated a significant versatility in the
diagnosis and treatment of a variety of intrathoracic conditions.2,3 In
addition, postoperative pain and residual paresthesias tend to be
reduced after single port VATS compared with the traditional VATS
approach.4 In patients with malignant pericardial effusions, one of
the advantages of uniportal VATS is the utilization of the same
incision often already created to insert a chest tube for a concurrent
pleural effusion with minimal patient discomfort. In addition, a
mediastinal nodal biopsy and talc pleurodesis can be carried out at
the same time. On the other hand, uniportal VATS can be easily
converted to the traditional 3-port approach or to minithoracotomy,
thereby providing a backup option for surgeons in the learning
curve. With the more extensive utilization of VATS procedures
under locoregional anesthesia in the awake patient, we are cur-
rently investigating the potential for uniportal VATS pericardial
windows to be performed in an outpatient or day-hospital setting.5
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Figure 1. Schematic representation and intraoperative sequence of uniportal VATS pericardial window. a, Position
of the thoracoscope and the instruments through the single incision. c, Technique of pericardial incision. H, Heart;
P, pericardium.
Figure 2. Final result of uniportal VATS pericardial window. a and b, Intraoperative view and schematic
representation of the completed window. P, Pericardium; M, myocardium; c, Postoperative picture of the patient
with the chest drain through the single port incision.
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